DISCUSSION
The use of absorbable versus nonabsorbable suture material for pericostal closures in thoracotomy is a matter of personal preference among thoracic surgeons. The arguments against the use of nonabsorbable suture material parallel those that led to the near abandonment of "circlage" and "banding" techniques commonly practiced among orthopedic surgeons. The use of steel or silver wires or band, particularly if left in place for a long time, is associated with a higher incidence of bony necrosis. These wires and bands are generally designed for subsequent removal when the bony fractures are healed. This is not true of nonabsorbable pericostal stay sutures.
In our case, the findings of a Ific lesion with frank fracture is thought to be due to periosteal necrosis under the sutures leading to gradual bony erosion and frank fracture probably resulting from the unusual stress placed upon the thoracic cage. The patient's lack of symptoms is attributed to gradual healing concomitant with the erosion of the ribs. Although organisms were not demonstrated in the granulomatous material, it is felt that braided silk used in thoracotomy closures must occasionally harbor bacteria which contribute to the formation of the granulation tissue. Due to the indefinite nature of the diagnosis and the possibility of a malig- Fig 1) .
On admission to the Naval Hospital, St. Albans, the patient related a 21-pound weight loss dating from June 1970. He denied fever, sweats, chills or hemoptysis. He admitted to a chronic cough of several years' duration, productive of yellowgreen phlegm. He had been treated on several occasions for "pleurisy," characterized by fever and chest pain. hut had never been hospitalized. Review of his health record revealed that in 1967 his intermediate Pl'I) was 3 mm induration.
Results of physical examination were within nonnal limits. Laboratory data, including complete blood count, blood urea nitrogen, electrolytes, liver function tests, electrocardiogram, and VDRL were normal or negative. Skin testing revealed intermediate PPD-S of 11 mm, and a PPD.B of 0 mm. Chest roentgonograrn and tomography of the left lower lobe confirmed the presence of a mass (Fig 2) . Bronchoscopy was within normal limits. An aortogram was performed via a transfemoral catheterization (Fig 3) and revealed an accessory vessel originating from the abdominal aorta and coursing into the left lower lobe mass.
All sputsim specimens, gastric aspirates, and time cultures were negative for the growth at mycobacteria.
On the Isasis of a positive sputum smear for acid-fast bacilli and the conversion ut the PPD-S, the diagnosis f tuberculosis, pulmonary, minimal, active was established. The patient was begun on a two-year course of antituberculosis chemotherapy. Resection of the sequestration was considered, it was decided to follow the patient medically.
The patient was placed on a regimen of isoniazid, 300 mg, orally, daily and ethambutol, 1,200 mg, orally, daily; his course was uncomplicated.After four months of initial isolation, he was returned to duty with no physical limitations.
The association of pulmonary tuberculosis and bronchopulmonary sequestration is not a recent phenomenon.
One theory contends that a sequestrationis an acquired disease and that infection early in life initiates the development of this anomaly, which later in its formation captures an aberrant vessel; tuberculosis is postulatedas being one such silent etiologic agent. 5 Frequent reference is made to this simultaneous occurrence. However, review of the literature discloses only two patients with the simultaneous occurrence of bronchopulmonary sequestration and tuberculosis.
Smiths describes a young woman presenting with a left lower lobe infiltrate and positive sputum for acid-fast bacilli. She responded to antituberculosischemotherapy. However, a persistent shadow remainedin the left lower lobe. One year after the detection of pulmonary tuberculosis, because of an inability to convert her sputum, the patient was subjected to resection of her left lower lobe. Histologic as well as grossexamination revealed bronchopulmonary sequestration with a tuberculoma lodged within it.
Tosatti and Cravel describe a 23-year-old man who presented with a 17-year history of 'bronchitic attacks." A chest roentgenogram revealed a thin-walled calcified cyst in the right lower lobe. Lobectomy was performed and revealed a bronchopulmonary sequestration. Histologic e, amination revealed two minute tubercles in the posterior basal segment.
Our patient, unlike the young woman in the first case described, did not experience any difficulty in converting his sputum; unlike the man in the second case hedid not have a history of intractable pyogenic infections. For these reasons it was felt that surgical intervention could he avoided. The discovery oi pulmonary tuberculosis in conjunc. tion with a bronchopulmonaiy sequestration has rarely been reported. The benign course which tuberculosis adopts in the face of antituberculosis chemotherapy may mask the necessity for investigating the incomplete resolution of an atypical pulmonary infiltrate. This case underscores the importance of ruling out underlying pulmonary disorders whenever pulmonary tuberculosis appears in atypical sites.
